M D Cameron FRcs MRcoG (London)
The patient was a fit primigravida, aged 19. No significant past history; pregnancy normal until the 21st week when the patient complained of severe, colicky pain in both loins, worse on the right side. The severity became such that she was admittedto hospital. No hematuria or dysuria; nausea persistent with occasional vomiting.
On examination: No pyrexia or tachycardia; blood pressure normal. The uterus was enlarged to the size of a 22-week pregnancy and the patient was aware of foetal movements. The only abnormal finding was marked tenderness in the right loin.
The urine contained a few red corpuscles and epithelial cells, but was bacteriologically sterile.
Fig 1 Intravenous pyelogram at 22 weeks pregnancy
Hb 76 %; W.B.C. 10,700; blood urea 24 mg%. The most likely diagnosis was thought to be a ureteric calculus which might pass spontaneously. No active treatment was pursued and pethidine 100 mg I.M. controlled the pain. Furadantin was given for five days. Ten days later the pain was no better, more frequent injections of pethidine being required.
An intravenous pyelogram (Fig 1) using only three X-ray exposures showed normal renal function on the left, but no excretion of dye after 45 minutes on the right. There was some nephrogenic effect suggesting an obstructive lesion to the drainage system. No urinary calculi were visible.
A retrograde pyelogram ( Fig 2) was then performed. The bladder and ureteric orifices were normal and a catheter was passed 29 cm up the right ureter without obstruction. Copious drainage of clear fluid was obtained. This contained a moderate number of white blood corpuscles but was sterile on culture. There was, therefore, no evidence ofinfection. Injection of diodone revealed moderate dilatation of the renal calyces, pelvis and ureter. There was a kink in the upper ureter but the dilatation persisted below this point, suggesting an obstruction to the ureter in its pelvic course. The catheter was left to drain the renal pelvis but this failed to relieve the patient's pain. Urolucosil was subsequently given for five days.
So much pethidine was now required that the patient was persistently drowsy and yet was never free from pain. There appeared to be three possibilities in the further management of the patient:
(1) Termination of pregnancy: The continued use of large amounts of analgesics raised the danger of addiction. Prolonged ureteric obstructionmight lead to permanent renal damage.
(2) Exploration of the kidney: A local lesion, if present, could be dealt with as required. More likely, no abnormality would be found, in which case nephrectomy would be the only solution.
(3) To do nothing and hope the pain would resolve, which involved the risk of prolonged urinary obstruction.
In fact, the last course was chosen but the hoped-for improvement did not occur. The blood urea rose to 51 mg % and the hamoglobin fell to 50 %.
Eighteen days after the first ureteric catheterization, the patient's temperature rose to 1020 F. A ureteric catheter was again passed. Pus was obtained, culture of which produced a heavy growth of B.coli. The catheter was left in situ and the patient was given a course of Furadantin and later tetracycline. The pyrexia continued, and four days later, at the 26th week of pregnancy, premature uterine contractions began. A live male feetus, weighing 1 lb 12 oz was subsequently delivered but died soon after birth. The blood loss was 4 oz.
The improvement in the patient's condition was dramatic. Within twenty-four hours, there was no pain and no pyrexia. On the fourth day, the ureteric catheter was removed and tetracycline stopped. A 2-pint blood transfusion was given, the heemoglobin rising to 68 %. A catheter specimen of urine showed many pus cells, but was bacteriologically sterile. The patient left hospital on the tenth day after delivery.
Further progress was uneventful. There was no more pain and no urinary symptoms. An intravenous pyelogram (Fig 3) was normal except for a bifid right renal pelvis.
The patient is now contemplating another pregnancy. T should like to thank Mr Ian Jackson for permission to present this case.
Mr G F Gibberd (London) said that he regarded the case as one of pyelitis of pregnancy, and that the unusual manifestations could be looked upon as extreme examples of features which were quite typical of the disease.
Dr A M McCausland (Los Angeles, U.S.A.) said he had little to add regarding hydronephrosis and hydroureter in pregnancy except that there was considerable evidence in the literature pointing to the effects of steroids on smooth muscle structures in pregnancy.
Very often there was abnormal dilatation of veins, gall-bladder, kidney pelvis, ureters, bowel, &c., and these dilatations were not entirely due to mechanical obstruction. Reynolds & Foster (1940) had shown that veins in the ears of rabbits dilated when cestrogen was given. Csapo (1959) and others had shown that cestrogen increased actomyosin in smooth muscle.
It might then be theorized that steroid imbalance could cause dilatation of the kidney pelvis and ureter as was illustrated in the case presented with resultant stasis and infection.
